MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH —6.3-012188

DEPARTMENT CF P
unu: :l::u;f?:a: WELFEA o ] o m\/ STATE FILE NUMBER
o } 0 d Recisirar's No.
DO NOT WRITE AMENDED eaTiaTon DR g rimary Resiatration District No- rars Mo -

_ON THIS 3TUR 2 . i
1. PLACE OF DEATH ~ VUV Idbg 2. USUAL RESIDENCE (Where deceated lived. If institution: Residence before

s. COUNTY Jefferson o sTATE Mo, b.county dJefferson admiuion

V5 300
Rev. 4/59

b. Céll;f (If outside corporate limits, give TOWNSHLIP only) Langth of stay in Jb <. Ccl,':\’ Inside Limits
TOWN Herculaneum 1 year own  Herculaneum Yo B No (T

c. FULL NAME OF {If NOT in hospitsl, give location) {ntide Limits d. STREET (Lf cutside, give location) Reside on Farm
HOSPITAL O ADDRESS . S
No [J Hill St. Yes [] Mo ﬁ

R .
nstirution Hill Street Yes
3. #AME OF PE]CEASED First Middle Last 4. DATE Month Day Year
ype of print] . OF
Katherine - Treaster DEATH March 8, 1963
5. SEX 4. COLOR OR RACE 7. Married [T MNever Married (] [B. DATE OF BIRTH | ¥ AGE (last birthday) | IF UNDER 1 YEAR IF UNDER 24 HR

F W Widowed J[] Divorced O April . ll,l 391 71 Months | Days | Hours | Min.
10a. USUAL OCCUPATION {Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY

du%nﬁp—%roévsvosr’king life, even if retired) — Michigan USA.

13a. FATHER'S NAME 13h. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE

John Hamblin Katherine Sheardin Tom Treaster
15. WAS DECEASED EVER IN WU.5. ARMED FORCES? 16. SOCIAL SECURITY NO. | 17. INFORMANT Address
(Ye3, ne, or unknown) | {If yes, give war or dates d

— Mrs, Earl Janis, Flat River, Mo.

1O _ .
18. .CAUSE OF DEATH (Enter only une cause B INTERVAL BETWEEN
PART i. DEATH WAS CAUSED & ONSET AN EATH

DATE AMENDED

? LANES .
IMMEDIATE CAUSE (2) ( BN Clna S dlio/d. 5[) {)"/B')‘M,//[\) : 4 "‘/ oA o

DOCUMENT

. : ) -t \
Conditions, if any, DUE TG {t) - vl #«—.Q
which gave rise tg -

2o
sbove cause f(a), i " . . '-5
stating -the under. M é ’\/f
lying cause last. DUE TQ (<) -
PART 1l. OTHER SIGNIFICANT CONDITIONS CDNTRIBUTING TO DEATH but not related to the terminal PART 1. Hf  decesssd was ‘m‘nlla _was
disease condition given in PART | (a) there a pregnancy in last 90 days.

]DYea I O No |I:]Unkmwm

19, WAS AUTOPSY | 20a. ACCIDENT  SUICIDE  HOMICIDE 0%, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART II of item 18.)
PERFORMED? u] O O
YES[] NGC[J
20c. TIME OF  Houl  Manth, Day, Yeor |
INJURY s.m..
p.m.
20d. INJURY OCCURRED 2. PLACE OF INJURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
" WHILE AT WORK (] farm, fectory, strest, office bidg., eic.)

NOT WHILE AT WORK [J N , . ) )
e v/ X o BT nd o s patieon 2T 8/6 2
fq o m on the‘da!fe stated above, and’ to the  beat. of ‘my knowledge, from the causes sfated.

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION

21. | sttended the d {

Death occurred at b
) L9
v

zza.qldnazug o) rares o 0 b’l/h /{) 3? \Ejss

238 BURIAL, CREMATION, . 23¢c. NAME OF CEMETERY OR CREMATCRY

REMOVAL {Specify) .
arkview

T%}IIE‘%\%%IRECTOR : ADDRESS 75. DATE RECD, BY LOCAL REGN] 26, REG 's SIGN
Cozean Fun'l Fome, Farmington, Mo. =-1/-{3

{Liceraad Embsimar's Staternent on Reverso Side)

USE BLACK INK
~ OR
TYPEWRITER RIBBON

SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,.

or by : Student Embalmer: No.

working under my personal supervision.

Student

Signature of Student Embalmer

Licensed Embalrper No.

P. O. Address

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. ({Failure to comply
with the above constitutes grounds for revocation of license). . .

If embalmed by a STUDENT, he alse shall sign in his OWN handwriting.

If this body is.not embalmed, fact should be so stated above.




